There is a growing body of evidence on the importance of work following a diagnosis of cancer and the need to provide better information, advice and related support to patients on work engagement. The aim of this study was to better understand the nature of those needs and to identify better ways to meet these for those with a urological cancer. The focus was on the issues that were common to three key stakeholder groups. Semi-structured interviews were conducted with stakeholders in North East Scotland: 12 individuals with kidney, bladder or prostate cancer, 10 healthcare providers and 10 managers from large organisations. Five key themes emerged from the Framework Analysis: perceived importance of work engagement; decision-making: treatment, work and cancer; roles and responsibilities; education and training; information, advice and support resources. The data confirmed that work engagement is important to those with urological cancer. It also made clear that the current provision of information and advice could be improved. Any such interventions should involve all three key stakeholder groups with greater clarity on their respective roles and responsibilities. Finally, any new system would be best integrated with existing care provision and supported by adequate education and training of those involved.
| BACKGROUND
Urological cancers represent one of the most common cancer groups.
Over 70,000 people are diagnosed with a urological cancer each year in the United Kingdom (UK) (Cancer Research UK, 2014) . The evidence suggests that incidence rates are either increasing or remaining stable but that mortality rates may be decreasing and 5 year survival rates increasing (Kockelbergh, Hounsome & Mayer, 2017) . In men, the incidence of urological cancers, as a group, appears to increase from middle age and peak towards the end of life. In women, this trend is less obvious (Cancer Research UK, 2014) . What is obvious is that this group of cancers represents a significant health challenge to those of working age.
These individuals may not only experience physical problems but also experience significant psychological, social and economic challenges (Aaronson et al., 2014; Peteet, 2000) . These can relate to having to cope with the trauma of being diagnosed with cancer and the effects of both the disease and the treatment that they receive (Spelten et al., 2003) .
All three might effect their participation in and engagement with work.
The existing evidence is that work is reported as being important to people living with and beyond cancer (Peteet, 2000) , providing them with a sense of normalcy, increasing their self-esteem, and providing them with an income (Taskila & Lindbohm, 2007) . It is therefore important that work is given appropriate consideration when a person is faced with a diagnosis of cancer, coping with the disease and with decisions on treatment and care after treatment. Furthermore, return to work is increasingly recognised as an important clinical outcome (Vandenbroeck, Verjans, Lambreghts & Godderis, 2016; Waddell, Burton & Kendall, 2008) .
Despite this, there currently appears to be limited provision of consistent and evidence-based information, advice and related support regarding work engagement within healthcare settings and employing organisations (Amir, Neary & Luker, 2008; Bains, Yarker, Amir, Wynn & Munir, 2012; Cox, Maclennan & N'Dow, 2014; Kennedy, Haslam, Munir & Pryce, 2007) . This failing is recognised in, for example, the Scottish Government's "Better Cancer Care: An Action Plan" (The Scottish Government, 2008) . This states that "there is a need to improve information and advice to help people with cancer sustain employment and access the benefits and support that they are entitled to, and that joint working between healthcare teams needs to be strengthened and partnerships extended to include social care, employment and welfare agencies".
A number of interventions have been designed and piloted in an attempt to support individuals with cancer in relation to work (de Boer et al., 2015) . Tamminga, de Boer, Verbeek and Frings-Dresen (2010) conducted a systematic review of such interventions. Within the UK, only three return to work interventions for people living with and beyond cancer were identified such as physical training and counselling or case management with vocational rehabilitation. All three UK studies were on working women with breast cancer (see Tamminga et al., 2010) . There is a particular lack of such interventions in Scotland. More broadly, much of the work reported has been focused on working women with breast cancer; a smaller number of studies have addressed this issue in working men with prostate cancer (de Boer et al., 2015 ). There appears to be a lack of work-related interventions for those with kidney and bladder cancers.
It is clear that more research is needed on the way that people diagnosed with urological cancer are and could be informed and advised on work and work-related issues by their health and care professionals and by the appropriate staff in their employing organisations . This should include exploration of the meaning and importance of work to those diagnosed with urological cancer across their cancer journey. Such research could help support not only their attempts at coping with the disease but also inform their decisions related to treatment and care after treatment, and return to and continuation of work.
The aim of the present study was to develop a better understanding of the context within which those diagnosed with urological cancer experienced return to work or continuation of work, adapted to work and were informed and advised on working. This was the initial phase of a larger research and development project. It took as its starting point the framework model of Cox et al. (2014) 
| METHODS
The current qualitative interview study was the initial empirical phase of a larger design and development project conducted in North East Scotland with working men and women diagnosed with urological cancer. The overall project was completed in four stages working with members of the three key stakeholder groups: (1) a systematic review of the available literature, (2) a series of semi-structured interviews, which informed (3) a modified qualitative Delphi Study (referred to here as the Delphi Study) and, finally, (4) feasibility consultations on a better way of providing information and advice developed from the data provided by the previous stages. In total, 129 people participated in one or more of the four stages, with 32 participants in the interview study reported here.
| Participants and recruitment
Members of the three key stakeholder groups were invited to participate in the study from across North East Scotland: (1) working men and women diagnosed with bladder, kidney or prostate cancer within the last 5 years; (2) health and care providers in secondary care specialising in cancer, and (3) professional staff and line managers from large employing organisations.
Individuals were invited to participate via email, telephone or post. A study information pack comprising a participant information sheet and short demographic questionnaire was sent to those who expressed an interest in participating. Following receipt of the questionnaire, individuals were contacted by the research associate to confirm participation. Written, informed consent was obtained from all participants at the start of each interview.
| Data collection
A series of semi-structured interviews were conducted in person or over the telephone with participants. Each interview was audio-recorded and transcribed verbatim. On average, the interviews lasted about 60 min.
The interviews were designed to provide a framework within which the issues that were important to the participants could be identified and explored. They were informed by a systematic review of the literature and through discussion with senior researchers and relevant "experts" from the stakeholder groups. The interview prompts focused on beliefs about work and working following a diagnosis of urological cancer, experiences of current practice around information, advice and related support provision, and the development of ideal practices around information, advice and related support provision. The sample size was determined by theoretical saturation (Francis et al., 2010) .
| Analysis
Analysis of the interview transcripts was conducted using Framework analysis to address the contextual and strategic research questions (Ritchie & Spencer, 1994 ). An a priori framework for analysis was developed from the systematic review and the adaptation-accommodation paradigm ) that also fit with emerging issues. In the initial stages of the analysis, two authors (SMac and SM) coded a small set of transcripts from each group to test and refine the framework (n = 5). These were discussed extensively during team meetings. Once a final framework was agreed then the full dataset was coded using the framework in NVivo version 10 (QSR International, 2012). During the mapping and interpretation stage, the team was looking to identify the issues that were common (based on data from at least half of the participants in each group) to all three groups to address the strategic question. 
| Study permissions

| Interviews
Five common themes were identified across all three stakeholder groups:
• The perceived importance of work engagement;
• Decision-making: treatment, work and cancer;
• Roles and responsibilities: understanding the process of providing information, advice and related support;
• Education and training: nature and delivery;
• Mapping and managing the resources that underpin information, advice and related support. These are discussed in more detail below. Quotations are used to illustrate the depth and breadth of the themes but are not intended to reflect the strength of response across the three groups.
| Theme 1-The perceived importance of work engagement
| Beliefs and cognitions about the benefits and costs of engaging in work
Continued work engagement was seen as important for those diagnosed with urological cancer by all three groups. Not surprisingly, this was a key theme for those individuals with urological cancer in this study. The reasons cited were by-and-large those already identified in the literature. All three stakeholder groups discussed and recognised the benefits of returning to work or remaining engaged in work for those with urological cancer, for example, work engagement may act as a marker of recovery and a return to normalcy while offering a source of social support.
I was glad to get back to work and actually have a point to life, I mean that's put pretty dramatically, but having a purpose of getting through the day because that's what helps you recover. (P4, Individual Diagnosed with Urological Cancer) I wanted to focus on getting back to work because to me, being back to work meant I was getting better because I wasn't going to get one without the other. (P5, Individual
Diagnosed with Urological Cancer)
It was also recognised that for some individuals with urological cancer, returning to work was a financial necessity.
I was concerned about the money situation… I kind of knew that I had to go back to work, I didn't have much choice. If I'd had a choice, I probably wouldn't have gone back until later. (P12, Individual Diagnosed with Urological Cancer)
However, it was acknowledged that some individuals with urological cancer may choose not to re-engage with work as they re-evaluate their priorities. Managing the more challenging side effects of cancer treatment was cited as one reason for not continuing in or returning to work.
It's not comfortable…I don't think you'd go back to work with a catheter. (P11, Individual Diagnosed with Urological Cancer)
Other challenges discussed included the difficulty of discretely managing urinary and faecal incontinence in the workplace due in part to work schedules and management and co-worker attitudes and or access to toilet facilities and their design.
| Theme 2-Decision-making: Treatment, work and cancer
| Discussion of work during consultations
There was agreement between the stakeholder groups that the way in which work engagement was addressed as an issue for those with urological cancer both needed to be improved and could be improved.
There was a strong feeling that any such improvement might make informed decisions on treatment and on work engagement easier to reach.
Discussion of work engagement should, at least, be introduced during the person's consultations with their health and care providers. However, it was also suggested that such discussions should be on-going and integrated across the person's cancer journey. Many felt that these discussions should be introduced early in that journey and should be incorporated in decisions on treatment. 
| Identifying clear roles and responsibilities for each stakeholder group in any new system
Participants highlighted that there is a need to have clearly defined roles and responsibilities for each of the three stakeholder groups across the cancer journey with regards the provision and receipt of information, advice and related support on work engagement.
It's gotta be seen as my job, something I should do; not somebody else… it's either in your role or something that somebody tells me is important enough that I should be doing… At the moment that's not the case. (HCP6, Health and Care Provider)
This included knowing who else was part of this "system" or who could be involved, and what their role was in the system or could be.
I wouldn't expect the oncologist, the surgeon to sit there and have an in-depth conversation about returning to work, but to say, "have you thought about it?" And, "here's somebody you could go and talk to about it," is probably as good as we're going to get. (EMP3, Employing
Organisation) I think that's not the role of the employer to educate [people with cancer]. I think that's the role of the health service.
That's where the triangle comes in. That's the line between the employee and the health service because that's the medical issues and how that affects work comes from the employee to the employer and therefore you can draw it as a triangle. (EMP5, Employing Organisation)
Many thought that a network map that identified the different people and roles was an important part of a new systems design. This 'map'
should complement knowledge of existing resources and where to find and how to access them.
I think at each stage it [work-related advice and information] makes a difference…collating all of these things together and making them available at different stages in the patient journey is the key to supporting the patients… as long as there are mechanisms in place, to address the various needs when they arise and the patients are very aware of the existence of such resources, I think that's what's needed. (HCP7, Health and Care Provider)
Collectively, participants recognised that there is a need for a better system for providing work-related information, advice and related support to people with urological cancer. The possibility of creating a specialist work and cancer advisor was suggested by all three groups but this was qualified as being an 'ideal world' proposal.
…It's difficult in a cash strapped company, but in an ideal world I think you would have somebody within the clinical system… you should be able to access occupational health for advice about your work…The occupational health nurse could do it…and then you could have leaflets and other sources of advice. (EMP3, Employing
Organisation)
The impact of barriers (financial and cultural) to the creation of any new posts was also raised. A possible solution was offered in terms of reviewing and developing existing roles, for example the cancer nurse specialist.
[Providing work related advice and information] would be a different part of a [cancer nurse specialist] role. But a role is a work in progress. (HCP1, Health and Care Provider)
3.6 | Theme 4-Education and training: nature and delivery
| Increasing appropriate knowledge regarding working with cancer
Participants believed that what is needed for the future is improved stakeholder knowledge about the benefits and challenges of work engagement after a diagnosis of cancer. This went beyond the notion, however, of everyone having to know everything. The issue was around educating and training those involved in what they needed to know to achieve the desired outcomes assigned to their roles and to deliver consistent and evidence-based information, advice and related support. This included discussion of the key topics and objectives for the different stakeholder groups and across the stakeholder groups.
Information sharing sessions between the two teams of professionals…kind of pooling together the stakeholders for cancer patients and having them talk to one another and understand the challenges. (EMP10, Employing
| Developing and delivering communication skills training
Many participants believed that training should involve improving 
Certainly, some additional training would be useful…I think tutorial based, meeting based training that's seen as continuing professional development is probably the easiest way to do it… CPD points do attract more people. (HCP9, Health and Care Provider)
Different ways of delivering training were suggested. These included online modules, seminars or workshops, and presentations at local conferences or meetings. This might help ensure that the needs of those in different age groups or cultures, employment types and from different geographical locations could be met. Particular concern was expressed for those living and working in remote and rural locations. They also included the need for strategic information such as that about working after cancer, adaptation to work and workplace accommodations, disclosureand practical information on how to help individuals in the workplace and where to access specialist support. 
| Theme 5-Mapping and managing the resources that underpin the delivery of information, advice and related support
| Evaluating current resources
| Mapping appropriate topics for information, advice and related support resources
| Discussing the goal of information, advice and related support resources and systems
The potential value of providing specific information and advice on working with cancer was discussed. The issue of whether this needed to be tailored to the individual and their cancer diagnosis, treatment pathway and type of work was debated. The alternative would be more generic information.
It will have to be tailored to the individual and the situation they're in…It would be very difficult to generic advice. (HCP6, Health and Care Provider)
The provision of a tailored, even personalised, information tool which would allow all stakeholders to better support those with urological cancer was widely viewed as a potentially important resource.
There could be a generic thing but you would be able to modify it to the individual's circumstances; if you were half hour in front of a computer terminal you'd be able to personalise it. (P5, Individual Diagnosed with Urological
Cancer)
It was strongly felt that such a resource should be an accessible (online) portal or system capable of integrating existing 'work and cancer' resources. Avoiding duplication of existing resources and collaborating with those who already provide this support were seen as important.
| DISCUSSION
| Main findings
The aim of this study was to understand the needs of the three stakeholder groups and to identify how best to improve processes to meet these needs. Thirty-two individuals from the three stakeholder groups were interviewed to explore these questions. There were four main findings from the present study, of which two were related to understanding the needs of the stakeholder groups and two were related to developing a better process to meet these needs. There was consensus between the three groups around the things that needed to be acknowledged (question1) and then happen in achieving the design and delivery of a better process (question 2).
Participants from all three stakeholder groups agreed that work engagement was of importance to most individuals diagnosed with urological cancer of working age. This finding is similar to those of other recent studies (Kennedy et al., 2007; Mehnert, 2011; Murdoch, Cox, Pearce, Pryde & MacLennan, 2017; Peteet, 2000) . There was also a strong belief that work should be discussed with individuals throughout their cancer pathway and that there was a clear need to improve on current practice regarding the provision of relevant information, advice and related support. Furthermore, the data from the present study suggest that there should also be greater consistency in the provision of advice and in the ease of access to related information. This resonates with the position advanced by Wells et al. (2014) around the need to change current practices.
Interestingly, the second main finding was that work engagement should be included in discussions and decisions about treatment and cancer at the start of the patient pathway rather than waiting until treatment has ended to intervene to support return to work. There was a clear consensus that early discussion that aided individual adaptation and decision-making might usefully reduce problems later in the cancer pathway.
Regarding the development of a better process, there were two key findings. First, there was consensus that any such interventions should involve all three key stakeholder groups; that it could not be solved by any one of these groups working in isolation. It should not be just about healthcare professionals delivering an intervention in a clinical setting (e.g. Berglund, Bolund, Gustafsson & Sjöden, 1994; Maguire, Brooke, Tait, Thomas & Sellwood, 1983) or occupational health professionals delivering an intervention in the work setting (e.g. Dorland et al., 2016) . This position is supported by the reviews of Tamminga et al. (2010) and de Boer et al. (2015) that demonstrate that currently such interventions are not adequate. Indeed, Tamminga, van Hezel, de Boer and Frings-Dresen (2016) , in the Netherlands, have recently developed a promising nurse-led e-intervention that also advances a model of multi-stakeholder working.
Second, accepting that collaborative working across stakeholder groups is necessary, this study showed that there is a need to understand who should be doing what and when (roles, responsibilities and timing). Multi-stakeholder working needs to be accompanied by greater clarity on their respective roles and responsibilities. The concept of a 'network map' emerged from the suggestions made by the stakeholder groups as a way of supporting the practices of those involved (or potentially involved) in a better system and developing their understanding. This is discussed further below.
| Recommendations for research and practice
Addressing the research questions, the authors suggest that the development of such a 'network map' at a local level could be built around the various available professionals, both healthcare and occupational.
Such a system would not be not dissimilar in principle to existing care pathways in urological cancer (MacLennan et al., 2011) but could also involve others in the workplace. It might use the concept of local pathways to map ideal roles and responsibilities of those available to be involved from all the stakeholder groups. These possible roles would be determined not only by the extent of their availability, but also by their knowledge, their main functions and competences. Such network maps would necessarily vary by location.
The authors suggest that any new system would be best integrated with existing care provision and that it should be supported by adequate education and training of those involved. The data from this study suggest that several things would be required to develop this local network-based approach. These include having a good understanding of individual adaptation and decision-making, and of role specifications and development, education and training. Online support might also be required to facilitate the provision of reliable information, and appropriate, evidence-based and consistent advice (Munir, Kalawsky, Wallis & Donaldson-Feilder, 2013) . Such support might also provide a basis for managing portable records of the discussions held:
with whom, when and to what effect, the information provided and advice given and referrals made. An example of a portal record currently exists in maternity services in Scotland-the Scottish Woman
Held Maternity Record (SWHMR) (Aitchison et al., 2013) . This could be adapted and tailored for use in oncology services, for example, functioning as a "Work and Cancer Passport". It was recognised that issues of data protection and confidentiality would need to be carefully considered prior to the development and implementation of any such tool. 
| Study strengths and limitations
The strength of the current study lies in its objectives and problem solving (developmental) strategy that was built on consensus across the three stakeholder groups involved. It has identified the common issues for these groups and provided a framework for a larger Delphi study. To the best of our knowledge, this is the first study that has attempted to understand the needs of all three stakeholders groups and to use this expert voice to identify how best to improve processes to meet these needs.
The study was based on 32 participants spread across the three stakeholder groups. Although a small sample, such a sample is not uncommon in qualitative research of this kind. The decision to limit the study to 32 participants was based on a data saturation strategy ( Francis et al., 2010 ) with a focus on consensus across the three groups.
For the purpose of this study, only large employing organisations were invited to participate. Moving forward, it is important to consider the unique challenges of those working in small or medium sized enterprises (SMEs) who often do not have in-house occupational health services or adequate resources to accommodate an employee's return to work. The authors did not include the voice of primary care clinicians in this study as this had already been investigated by them (see Murdoch et al., 2017 for further details). Given their role in assessing fitness to work in the UK, it is recognised that it is important to include these groups in the development of any future intervention designed to support individuals with cancer in work.
The study focused on the three most common urological cancers in this study given that these patient populations are easier to identify and access. It will be interesting to broaden the current study to consider its findings in relation to the less common types of urological cancer, penile and testicular cancer, as well as other cancer types, and other long-term conditions.
The interviews were conducted either face-to-face or by telephone raising the question of whether the method used effected the data collected. The data from the 32 participants were scrutinised to determine whether or not there were obvious and substantive differences by method. None were detected.
| CONCLUSION
The current research offers a way to meet the informational and advice needs of individuals diagnosed with a urological cancer regarding work engagement. Using the data provided by individuals from the three key stakeholder groups, a new local network-based model was suggested by the authors, with a draft specification, for North East Scotland. The authors, however, believe that such a model has relevance to the health and care systems in other geographical locations, and would be transferrable to individuals with other types of cancer and those who support them. Much of what is proposed here is also about the design and development of effective systems of stakeholder engagement to ensure that patients receive the best possible care and good real-world outcomes.
